homes in collaboration with the general practitioners similar to the psychiatric nursing aftercare services described by Weeks (1966) .
Conclusion
Of course we cannot do without psychiatric hospitals altogether but the development of community services on the lines suggested may well prove that the large mental institution of the old type will no longer be required as a more enlightened social understanding and management of the mentally ill evolves.
In fact the Coventry Hospital Group is now committed to providing a comprehensive psychiatric service using only the district general hospital as its germinal centre. When the service is fully operational in 1973 it is planned that no psychiatric patients shall henceforth be admitted from the Coventry area service to the large mental institution at Warwick.
Because of their clinical commitment to the individual patient, doctors by their training do not find it easy to adapt themselves to the community and social management of mental illness, with all the administrative detail that this involves. May (1965) has criticized the attitude of staff working in mental hospitals for their mainly clinical attitude to the patient and his problems, with only limited references to social factors.
Nevertheless, the right kind of men and women are coming forward with a sense of dedication to this new approach, who discern that clinical and scientific advance is not the only solution to the problem, who are painstaking in their efforts to guide hospital and local authority opinion, and who are willing to educate not only members of the medical and nursing profession but the public as well. This does not mean to say that a high degree of clinical skill in the individual situation is no longer required; the reverse is in fact increasingly the case.
Defensive fears of mental illness and even its clinical severity appear already to have been modified by the enlightened and liberal measures adopted by our psychiatric hospitals in recent years, and it is likely that these attitudes will be still further transformed by a community approach to the problem. The intention to deal with mental illness as a community problem cannot be said to have arisen entirely from logical planning and assessment derived from such data as are available, but perhaps should be regarded as an act of faith similar to the abolition of mechanical restraint, and as the latest contribution by an enlightened society to the growth of ideas. Walk (1970) when discussing mechanical restraint spoke of psychiatry's continuing need for 'watchwords and symbols to dispel stagnation and to stimulate progress' and perhaps a community service should be regarded in just this way.
In conclusion, the logical outcome, already foreshadowed in 'Hospital Services for the Mentally Ill' (DHSS 1971) , is for a therapeutic team responsible for 60 000 people, to be based on a 30-bed unit with full supporting services such as day centres, the day hospital, hostels and supervised lodgings. The danger in this to the individual psychiatrist is that he may become submerged in a bureaucratic system, sacrificing personal identity and influence in the city where he is working, and losing contact with general practitioners outside his sector, which would be a total disaster for our specialty, once more setting us apart from our medical and surgical colleagues just as we were making effective links with them through the general hospital psychiatric unit. Nevertheless, with proper safeguards, it might still further reduce the need for the long-stay mental institution, which has played a noble part in British psychiatry, though inevitably it must now be superseded by its modem counterpart. Having both read and listened with great pleasure to Dr Tetlow's and Dr Hutchinson's papers, I am of the opinion that the difference between them is really one of degree. Both agree the necessity of retaining the mental hospital in some size, shape or form, but Dr Hutchinson is the more cautious of the two and is obviously more sceptical about the development of community services to a point where they will in large measure subserve the functions of the mental hospital. I frankly share Dr Hutchinson's anxiety and scepticism, and probably his insomnia too when he and I really stop to think of the social chaos that will result, and to my mind is already resulting, from the policy of 'discharge and be damned' which prevails today. It would appear now that the sole criterion of an efficient mental hospital is the rate at which it can be run down. Of very minor importance, seemingly, is the fate of the patient, or the welfare of the community and in particular his family, after discharge. 'Community care' to me is one of the most seductive and yet one of the most treacherous catch-phrases ever devised for the very simple reason that in my experience of a catchment area largely concerned with metropolitan London there is very little evidence that the community cares a tuppenny damn.
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Mental disorder can manifest itself in social inadequacy which in turn can result in offences against the criminal law. Although existing legislation has always provided for the care in mental hospitals of the mentally abnormal offender, the numbers that came our way prior to the implementation of the Mental Health Act (1959) in November 1960 were minimal. Since then the number of admissions under Part V of the Act has risen dramatically, but these are after prosecution: there are a very substantial number who do not appear in the criminal statistics who are admitted without prosecution under Part IV of the Act. Of special importance is the ever rising number admitted under Section 136, a method whereby the police in their wisdom can deal expeditiously with social crises by sweeping them off the streets into a mental hospital, the accepted 'place of safety' in the vast majority of cases. In the South-West Metropolitan region alone the number of Section 136s has risen from 308 (1.9% of all admissions) in 1965 to 644 (3.9%Y.) in 1969. The rise in my own hospital is from a mere 57 to a total of 209 in the same period.
What, of course, is important is the percentage of those cases who have previously been in mental hospitals. My own investigations (Rollin 1969) showed that about 66 % of unprosecuted offenders had psychiatric histories and that of these 23 % had been capable of survival in the community for less than one week after discharge. Projected on the national screen the position vis-Li-vis criminality as a facet of social incompetence is even more frightening. In 1961 the number of prisoners remanded for psychiatric report was 6366. In 1970 the figure was 13 680, a rise of over 100% in a decade. From statistics made available to me I know that as an absolute minimum 16 % (one-sixth) of these prisoners have been in mental hospitals less than one year before their arrest, i.e. 2280 who have broken down and broken the law in one year! Again from my own work I know that if the period was extended to two years since discharge the number would be in the neighbourhood of 50 %, i.e. over 6000. How many mental hospitals successfully run down does this not-so-grand total represent ? Yet another facet of social failure is reflected in those who become vagrants. Berry & Orwin (1966) report on the steep rise in the number of patients of no fixed address admitted to their hospital in Birmingham since the Mental Health Act came into being. Their summary is worth quoting:
'Their [the NFA's] plight is evidence that the initial enthusiasm evoked by the new Act for the discharge of chronic psychotics into communitycarewaspremature in view of the resources available and has resulted in the overwhelming ofexisting community services.'
The doss-house is, of course, an alternative to the mental hospital and the prison, or the park bench. Edwards et al. (1968) , in their study of inmates of Camberwell Reception Centre, showed that of a population then of 279, 24% had previously been more than once in a mental hospital for reasons other than drinking, and of these 7 % had been out of hospital for six months or less. Similarly, Lodge-Patch (1970) investigated the inmates of two Salvation Army hostels for males and painted an equally gloomy picture. Scott et al. in Edinburgh (1966) assessed the incidence of mental illness in dossers as 12i %.
Of late in the medical journals there has been a plea for the retention of the mental hospital as an asylum, using the word in its best possible sense. I am in sympathy with this cri de coeur. If the mental hospitals were bulldozed to the ground what then would replace them as society's long-stop? Who or what would give shelter to the schizophrenics who are too schizophrenic for the psychiatric units in general hospitals, to the alcoholics too alcoholic for the alcoholic units, the addicts too addicted for the addiction units and the psychopaths too psychopathic for the psychopathic units? Last, but not least, who would care for the ever growing army of mindless bodies for whom little provision is planned? If present trends continue, says the Mental Health Enquiry for 1969, there will be a need for an extra 8000-9000 beds for persons aged 75 and over by the end of the next decade.
In conclusion, I say beware of politicians for whom it would be financially expedient to do away with mental hospitals. Remember Willink! Heed a more experienced head, that of Kathleen Jones (1963) : 'Only in Britain', she said, 'has progress taken the form of denying that the mental hospital has a function and planning its abolition'.
Dr J L T Birley (The Maudsley Hospital, London SE5)
We are considering a change which will affect ourselves and also our patients. It is important that we distinguish our feelings about this change from theirs, and remind ourselves that we can be much more sure of ours than we can be of theirs.
If we consider ourselves, the reasons for change have been to do with status and job satisfaction: equality with our medical and surgical colleagues, getting away from rather gloomy and isolated surroundings which are unattractive to all types of staff and, possibly, though this tends not to get mentioned, getting away from gloomy, isolated and unrewarding patients. The reasons against change are more difficult to identify: one is a fear of being submerged by those very colleagues one is hoping to emulate; another more powerful reason is a close identification with the present system and perhaps a fear that it will be difficult to adapt to or have so much power in another one, As the French say, you can't make an omelette without breaking eggs.
In Dr Hutchinson's and Dr Tetlow's papers we have heard some of those arguments. Dr Hutchinson is defending the mental hospital and his argument has been largely about the staff of a mental hospital and its organization, particularly the doctors. But something seems to be wrong with the system in that it is continually being criticized by outsiders. It was not quite clear to me how much Dr Hutchinson sympathized with Dr Bucknill's complaints of the activities of the press in 1859. I suspect that he felt about them as Dr Bucknill's contemporaries in army hospitals in the Crimea must have felt about Russell's classic reports of the conditions there published in The Times. Anyway, enquiries such as 'Sans Everything' which lead to reform are no new thing and are expected to increase, but psychiatrists 'have learned to live with this situation'.
But how do patients get on in learning to live with this situation? According to Dr Hutchinson, some neurotic patients have not: 'They would rather die than enter a mental hospital.' This seems rather a pity, but you will be reassured to know that of the 29000 patients admitted to all psychiatric hospitals in 1969 with a diagnosis of psychoneurosis, over 23 000 went to regional board hospitals.
All the same, I think it is time to look at things, so far as we are able, from the patient's point of view. There are, I believe, grave disadvantages in the mental hospital system for certain groups of patients, and particularly the patient with a chronic handicap, such as some patients with schizophrenia. Dr Tetlow went to the root of the problem in his opening remarks when he quoted the warnings of Dr Conolly. We will be making the same tragic error if we do not work on the assumption that a large number of our patients are going to be handicapped and require some sort of long-term help. The prevalence of schizophrenia, for instance, is 350 per 100 000, and will remain so. At present, about half to a third of these patients are long-stay patients occupying 1.0-1.75 beds per 1000 population. Where are they going to be in ten or fifteen years' time? Only a small percentage of the present long-stay patients will be discharged, and many would argue that it would be inhumane to attempt this on a large scale. But will they be succeeded by another cohort ?
We know from the studies of Wing & Brown (1970) and others that this group of patients is particularly sensitive to its environment, to both over-and under-stimulation. Can we provide the right sort of environment by using, for instance, hostels, with varying degrees of supervision and attendance at day facilities? Will this reduce their handicap, as well as allow these patients the rights of a citizen, by providing them with some of the demands and rewards of life outside hospital? It is a tremendous challenge. I would, in fact, disagree with Dr Tetlow that the focal point of our endeavours should be the recognition and treatment of mental illness in its early stages, and its prevention. At this stage in our development, I would give ourselves a more modestsounding but equally demanding goal: the reduction of handicap of the chronic psychiatric patient, and the prevention of total dependence on an institution. I agree with Dr Tetlow that to attempt to do this is, to some extent, an act of faith, like other advances in psychiatric care. Faith and delusional thinking, impervious to reason, are not too far apart. Our attempts to evaluate these changes
